I read with interest the article by Eddy et al [1] on the appropriateness of utilisation of computed tomography (CT) and magnetic resonance imaging (MRI) in British Columbia. I agree with the authors that the suggestion that 30% of imaging studies are inappropriate is not supported by the literature. Very few studies on appropriateness of diagnostic imaging (DI) have been carried out in Canada, but those that are available found inappropriateness rates varying from less than 5%, as in the authors' study, to as high as 25% [2] . This suggests that there is significant variation in the inappropriate use of DI across Canada.
The authors are to be congratulated on the very low inappropriate rate of utilisation of CT and MRI, which has been achieved in their health region. As they suggest this is no doubt the result of the rigorous screening of all CT and MRI requests before the examinations are performed. It would be interesting to know what proportion of the requests that are screened are inappropriate and therefore changed or denied. It would also be interesting to know what proportion of the examinations were requested by family practitioners as opposed to specialists because differences in appropriateness between these two groups has been documented [3] .
The authors emphasize that the number of MRI exams per thousand population in British Columbia is among the lowest in Canada and I believe that everyone would agree that to wait more than a year for an MRI is not justified. However, I note that the radiologist who reviewed the ''usually not appropriate'' and ''may be appropriate'' cases deemed most of them to be appropriate. Most of these would have been requests for CT where ACR Select recommended MRI as more appropriate. Does this mean that the radiologist thought that CT was equally appropriate to MRI and disagreed with the American College of Radiology (ACR) evaluation? The authors suggest that CT is often requested by referring physicians when MRI would be more appropriate because of the long wait time for MRI. However, the CT exams per thousand population in British Columbia are actually the same number as Ontario which has the highest MRI exams per thousand population. If CT were being used as a substitute for MRI one might have expected a higher rate of CT utilisation as is seen in other provinces which have relatively low rates of MRI utilisation.
In their final sentence the authors suggest that the overall Canadian average ideally should match the rest of the developed world. This of course begs the question of whether there is inappropriate imaging being performed in the rest of the developed world. ACR Select was developed because of demonstrated inappropriate use of DI in the United States. The Organization for Economic Cooperation and Development (OECD) average may be more our goal and Canada is actually not far below the OECD average. However, there is also concern about inappropriate imaging in Europe because the European Society of Radiology has recently teamed with ACR Select to develop European guidelines for DI [4] .
We clearly do not know the overall rate of inappropriate DI in Canada, but equally clearly we do know that there is inappropriate use of DI [2] . It is important that radiologists play whatever role they can in helping to decrease the amount of inappropriate imaging in Canada. As the authors of this article have demonstrated, rigorous screening of DI requests can be very effective in achieving that goal. 
Response to Letter on Appropriateness
We would like to thank Dr Reed for his comments. In addition to being a distinguished pediatric radiologist, he has been a leader in developing appropriateness guidelines and is a deserving recipient of the gold medal of the Canadian Association of Radiologists. We agree with Dr Reed that few formal studies of appropriateness in medical imaging have been published, and believe it is likely that the rates are variable across the country. However, we would strongly recommend eliminating any further reference to Picano's claim of a 30% inappropriate rate [1] , as we have clearly demonstrated that this figure is fabricated, as the references he quotes to support his assertion mention nothing at all about a 30% rate [2, 3] . The 30% number is a falsehood [4e8] used by hospital administrators everywhere to complain about waste, and as radiologists, it is our responsibility to point out this error and ensure we base estimates on facts and not fiction.
We did not formally measure the comparative rates of appropriate ordering for family doctors and specialists, but the rates were so low that it is unlikely there would be much difference in our study. With respect to studies classified as ''usually not appropriate'' and ''may be appropriate'', many DOI had clinical indications not foreseen by the finite number of American College of Radiology (ACR) scenarios; the complexities of human presentation of illness easily exceed the scope of any formal list. In addition, the ACR Select software, when used retrospectively as in our study, could not account for imaging that had already been performed. As examples directly from our paper, ''a highly appropriate request for magnetic resonance imaging (MRI) to assess a fistulous tract through the buttock was flagged as inappropriate by the computer program that suggested ultrasound as the appropriate test. Presumably the software's closest available scenario was ''abscess, pelvis'' rather than being able to incorporate a complex clinical scenario. As another example, ACR Select suggested as inappropriate a computed tomography (CT) for suspected tarsal coalition proposing plain film as more appropriate presumably because the software does not have the option to indicate that a plain film had already been done.'' [9] In those cases where MRI would have been a better test, CT was still a very acceptable alternative given the resource limitations familiar to any Canadian radiologist.
We view the situation in British Columbia (BC) and Ontario in a slightly different light. If we were to replace the 20% of CT scans in BC with more appropriate MRI studies, the rate of CT scans per thousand in BC would drop from just below the Ontario number to 23% less than Ontario, and our MRI rate would rise but would still be lower than most provinces.
We doubt one could ever get a consensus on the ''correct'' rate of imaging, but we do note that the Organization for Economic Cooperation and Development average and the Canadian average are approximately midway between the extremes. In the spirit of true Canadian compromise, this is likely the right place to be. We do need to point out to our administrative colleagues focused almost solely on controlling costs (from a department or hospital or Ministry of Health point of view, but rarely from a patient or social perspective) that there is no logic in believing the Canadian inappropriate rate could be remotely similar to jurisdictions doing 3 times per capita our volume of scanning.
Finally, we agree with Dr Reed that rigorous screening of requests for imaging is worthwhile and have shown in 2 studies, one commissioned by the Ministry of Health and a second by an Infoway project [9, 10] , that our problem in BC is not excess imaging, but very serious under-funding in a system constructed to discourage the use of MRI in particular. We contend that rapid and accurate use of the right imaging test significantly reduces costs and improves care by shortening a patient's transit through our system, both by identifying those who need urgent treatment and safely and quickly allowing those who do not require further management to immediately exit.
